**INTRODUCTION:** In thin patients or when significant amount of skin is needed, the entire abdomen may be necessary to reconstruct a single breast. Here, we present our 15-year experience in bipedicle flap evolution and optimization of flap design.

**MATERIALS AND METHODS:** Retrospective review of all bipedicle flaps performed from 2000--2014.

**RESULTS:** Overall, 57 patients (mean age: 49 years, mean BMI 26.2 kg/m2) underwent a bipedicle flap reconstruction of a unilateral mastectomy defect. Twelve patients had a history of smoking, 29 patients had prior radiation, and 21 patients underwent immediate reconstruction. The indications for a bipedicle flap include prior midline laparotomy (n=16), need for skin coverage (n=10), need for soft tissue volume (n=22), and poor perfusion cross the midline (n=9). Eleven bipedicle flaps were performed with a pedicle TRAM coupled to a free TRAM (n=4), MSTRAM (n=4) and DIEP (n=3), and all were performed from 2000--2007. The thoracodorsal vessels (n=8) were used more frequently earlier in the study period with the internal mammary vessels (IMV), while the remaining patients used the antegrade/retrograde IMV except one patient who used the IMV and an IMV perforator. Over the time period, there was an increasing use of perforator DIEP and SIEA flaps as well as the use of the IMV as recipients. Complications included delayed wound healing (n=5), abdominal bulge (n=2), cellulitis (n=3), seroma (n=2), and fat necrosis (n=3). There was one partial flap loss where the SIEA portion of the bipedicle flap was lost.

**CONCLUSIONS:** Bipedicle flaps can be performed as two free flaps safely and reliably. Use of DIEP flaps maximizes pedicle length and the IMV can be used reliably in an antegrade and retrograde fashion to perfuse both components of the bipedicle flap.
